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PRE OPERATIVE PROCEDURE 
It is rather fortunate that we cannot 
read the future, and that all we can know 
today is that the year we now enter will 
be what we collectively make it. Looking 
back, we have seen the development of 
electronics, modern means of telecom-
munications, transportation, and of auto-
mation. We have entered a phase of 
society which is different from the Origi-
nal Industrial Revolution . We are chang-
ing. 
This March of Science also reflects on 
the History of Medicine. Everyone is 
familiar with the reduction in communi-
cable diseases, the improved surgical tech-
niques, of more accurate diagnosis in 
medicine, and of how life expectancy has 
increased. These are but few improve-
ments. 
With the development of modern tech-
nology, phil~sophers will tell us that. we 
are approach10g the stage where mach1nes 
are not made to serve us, but we, to serve 
them. We are becoming swallowed up by 
machines, and mechanized methods. Even 
in the case of the patient, we go through 
a series of assembly line procedures-what 
is known as "investigative procedures" in 
a routine check-up. The patient may be 
likened to a car, a diesel engine having 
its 2,000 mile check-up. By so doing, we 
are in danger of depersonalizing the In-
dividual, medically. 
The great clinicians of the immediate 
past were essentially men who r~lied ~n 
clinical judgment to establish a dtagno.SJS. 
The family doctor knew both the phystcal 
and pyscho-somatic side of the family. 
Such a personal relationship created a 
better acquaintanceship which co';lld 
not be achieved by the assembly line 
check-up of the Homo sapiens by a series 
of mechanical devices. So that he was at 
an intimate advantage in many cases. All 
this is different now, as medicine marches 
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to keep a-pace with technological ad-
vances. 
To offset this great tendency of narrow-
ness, in our broad s p e c i a l t y, OUR 
TEACHERS have given us a preparatory 
education in humanities, have emphasized 
us to never forget that the patient is an 
individual. And that when we graduate 
from medical school, we should never 
entertain the idea that psychological prob-
lems can be solved by referrals to the 
social worker, the psychologist, and or the 
psychiatrist in toto . In looking at the 
coronary thrombotic patient, we must not 
merely observe the maze of disordered 
cellular pathology, or of a poor pump 
only, but we must observe the person as 
a whole. That is to say, we are not "en-
gineers" involved in the formidable task 
of reconstructing a damaged part alone, 
but we are also involved in the psycho-
somatic element of the individual. We 
must not forget the mind-body relation-
ship as enunciated by Descartes. 
For this and for other solutions, for 
an urge to seek knowledge - which is 
basic in human nature, for the attainment 
of maturity of judgment, for a better way 
of life-for these we have in many cases 
sacrificed to enter medical school. 
It is important then that we use THIS 
OPPORTUNITY widely and fully, to not 
just "cramp- our- style" by learning the 
facts, practice, and art of medicine but to 
appreciate the more import.ant in ma?y 
cases, of the persona - soc1o - economic-
scientific correlated -component of medi-
one. 
Thus, whether we, as future medical 
doctors enter the field of practice, of re-
search, administration; or of instituting 
new ideas, new concepts in the teaching, 
practice, and research of medicine; or 
whether we become divorced from medi-
cine altogether, WE, as future leaders of 
our nation and of our world, NEED to 
be prepared. Then we will be in a posi-
tion where, WHEN WE ARE CALLED, 
WE WILL BE READY. 
-M. Kawasaki 
1 
UNIVERSITY OF WESTERN ONT ARlO MEDICAL JOURNAL 
Meds at Home 
HOTEL LONDON 
ALUMNI and FACULTY 
WELCOME 
Dress Formal 
Corsages Supplied 
Buffet Lunch at 12:00 Midnight 
Saturday, March 2, 9 p.m. - 1 a.m. 
HOTEL LONDON 
Again \Velcomes You 
on March 2nd, 1957 
L. G. DIXON, President T. J. SQuiRES, Mgr. 
8A 
UNIVERSITY OF WESTERN ONTARIO MEDICAL JOURNAL 
Perfect 
D iamonds 
FROM 
Cos t 
Less 
CHESTER PEGG 
425 RICHMOND ST. 
DIAMOND IMPORTERS 
Sweep Second Watches 
5 Year Guarantee 
OMEGA ELGIN 
GRUEN ROLEX 
BULOVA CYMA 
BENRUS MIDO 
University Discount- 10% 
Flowers For Every 
Occasion 
GARD 
GAMMAGE 
FLOWERS LIMITED 
H OTEL LONDON 
PHONE 3-8884 
}ANUARY, 1957 
MED ICAL NEWS AND VIEWS 
Whether members or not , all general 
practitioners will be welcomed to the First 
National Annual Scientific Convention , 
planned for the Canadian general practi-
tioner, by The College of General Practice 
of Canada for Monday, Tuesday, and 
Wednesday, March 4, 5, and 6, 1957 at 
Sheraton-Mt. Royal Hotel, Montreal. Thirty 
scientific exhibits, nearly twice that many 
technical exhibits, and some thirty of the 
continent's top medical authorities have 
been confirmed for this scientific conven-
tion of the College. The business and 
scientific sessions will be completely bi-
lingual. They are to be simultaneously 
translated into English or French. The 
printed prog ram covering the convention 
acti vities and exhibits will go forward to 
College members abo u t February 1st. 
Copies will be available to others on re-
quest at The College of General Practice 
of Canada, 176 St. George Street, Toronto 
5, Ontario, Tel. No. WAlnut 1-4376. 
An outstanding three day program of 
interest to surgeons and related members 
of the medical profession will be given at 
the Sectional Meeting of the American 
College of Surgeons in Toronto from 
March 25 through 27, at the Royal York 
Hotel. D r. Stuart D . Gordon, Assistant 
Professor of S u r g e r y, U. of Toronto 
Faculty of Medicine is chairman of Local 
Committee on Arrangements, and has 
planned an intensive and practical pro-
gram. Any inquiries may be addressed 
to D r. H . Prather Saunders, Associate 
Director, American College of Surgeons, 
40 East Erie Street, Chicago 11, Illinois . 
A new series of International prizes for 
which family physicians of any country 
are eligible has been announced by Benger 
Laboratories, (a British pharmaceutical 
firm) Holmes Chapel, Cheshire, England . 
The prizes total 500 pounds and will be 
known as "Benger Prizes for O riginal 
Observations in General P ractice''. The 
entries may be in any form and length . 
It will be judged by the awards committee 
of the British College of General Practi-
(Continued on Page 39) 
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. . . spending added hours 
in the precious companionship of 
your family by saving the work 
and expense of running your own 
dispensary; letting the pharmacist 
do qjJ your dispensing 
THE ONTARIO RETAIL PHARMACISTS' ASSOCIATION 
Foreword 
-
Symposium on Dermatology 
G. B. SEXTON, M.D.C.M. 
The importance of Dermatology in the general field of medicine received 
particular emphasis during the Second World War. The incidence of disabilities 
due to skin disease both at home and in the Armed Forces was astonishingly high. 
It became painfully apparent that many Medical Officers through lack of adequate 
preparation, training and experience were not fitted to cope with the simplest 
problems in respect to the management of Syphilis and the common skin eruptions. 
The introduction of the Military Manual of Dermatology prepared by a team of 
skin specialists did much to bridge the gap and provided a ready reference for the 
uninitiated. 
On .the home front it became apparent that there were increasing skin hazards 
associated with rapidly expanding new industrial methods and general mechaniza-
tion. This only added to the troubles of already harassed general practitioners 
who dealt often impatiently and inexpertly with skin diseases making up 7 to 10 
per cent of his practice. The general physician is confused by the onset of a 
cutaneous eruption and immediately loses his common sense in treatment. These 
observations prompted medical school authorities to increase clinical facilities and 
allot more space and time on the medical curriculum for the better grounding of 
their graduates in Dermatological practice. 
The intimate association of cutaneous disease with internal medicine is now 
more fully appreciated. Integrated knowledge has been broadened in the realm 
of physiology, biochemistry and the part played by enzymes, endocrines, proteins, 
vitamins and minerals. There is a need to go even further to provide opportunities 
for study and research in the rapidly advancing field of this specialty; this might 
include expansion of interested groups in mycology, dermo-pathology and allergy. 
Thus this may eventually result in not only better training opportunities for under-
graduate students, but ultimately suitable facilities for the training of Derma-
tologists in our Medical Centres in Canada. 
The editors are to be congratulated on arranging a PRACTICAL SYM-
POSIUM. It is designed to stimulate the readers' interest and understanding in 
this field of medicine. 
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A Student's Approach to 
Derfllatological Diagnosis 
WILLIAM E. PACE, M.D., M.Sc., F.R.C.P.(C). 
The medical student finds the diagnosis 
of skin eruptions to be a difficult art to 
master. In his studies on diseases of the 
lungs or of the gastro-intestinal tract he 
learns quite easily to link up the clinical 
symptoms and signs with the pathological 
condition of the diseased organ. Why, 
then, is there this frustration with derma-
tological diagnosis? 
One difficulty is that the student is not 
nearly as well acquainted with the ana-
tomy, physiology and pathology of the 
skin as he is with that of most other 
organs of the body. This places him at 
a great disadvantage in attempting to in-
terpret the one organ which he has ob-
served countless times since childhood and 
with which he feels, for that reason , on 
most familiar terms. The external posi-
tion of the skin, instead of assisting the 
student, confuses him still further. He is 
conditioned to relying on the information 
obtained from clinical symptoms and signs 
and laboratory findings in arriving at a 
diagnosis concerning those organs which 
are hidden from his view. In dermatology, 
the diseased organ, itself, confronts the 
student. This new circumstance requires 
a considerable rearrangement of his think-
ing. Far more emphasis becomes placed 
on the powers of observation of the ex-
aminer and somewhat less emphasis on 
the history obtained from the patient. 
Only in dermatology, among the medical 
specialties is such an objective approach 
possible. This about-face in approach is 
difficult to grasp and it is common to see 
the student question and re-question his 
patient in his search for a diagnostic lead 
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when the whole picture is displayed neatly 
in front of him if he will only learn to 
interpret it. 
The external position of the skin is a 
handicap in another way. The patient 
feels free to treat this familiar organ ac-
cording to his own whims. He applies 
medications which often aggravate the 
existing disease and he frequently succeeds 
in distorting the clinical picture beyond 
recognition . Most skin lesions are itchy 
and, whether he admits it or not, the 
patient scratches the involved area both 
during the waking day and while asleep. 
The mechanical trauma of scratching, 
with or without the bacterial infection 
which may enter the abraded area, pro-
foundly alters the appearance of many 
eruptions and renders diagnosis difficult. 
Clinical experience alone can teach the 
student to peer behind such a distorted 
picture and identify the original lesion. 
THE EXAMINATION 
The dermatological patient must be ex-
amined in a good light, preferably day-
light, and all areas of the skin surface 
must be observed before the diagnosis is 
made. The scalp, the buccal mucosa and 
the ano-genital area are consistently ig-
nored by the student. He must discipline 
himself to overrule the patient's hesitancy 
in allowing these areas to be examined. 
Some form of magnifying lens should be 
available to detect the finer characteristics 
of individual lesions. The more obscure 
the diagnostic problem is, the more im-
portant it becomes to examine every single 
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lesion over and over again, looking closely 
for areas of the ·eruption which have not 
suffered alteration due to scratching or 
treatment. The finding of a single un-
altered lesion not infrequently makes a 
firm diagnosis possible. The temptation 
to make a snap diagnosis must be resisted 
at all costs. It can lead only to error and 
the embarrassment of a later change of 
diagnosis in a high percentage of cases. 
It does not impress the patient. He would 
much rather have a careful examination. 
THE HISTORY 
Experience has proven that the history 
of a dermatological patient yields more 
valuable information when it is taken 
after the physical examination, rather than 
before it. There is a good reason for this 
change from the usual sequence of events. 
Regardless of his intellectual level, the 
dermatological patient is inclined to dis-
tort the history of his eruption to con-
form to his concept of it's cause. If the 
examiner first views the skin lesion, he 
will be in a position to direct his questions 
along the proper lines and reject mislead-
ing statements which the patient may 
volunteer, such as the oft-repeated claim 
that his eruption is associated with the 
eating of a certain food. 
While the dermatological history takes 
second place to the examination it must 
never be neglected or ignored. The infor-
matiOn obtained from the patient is vitally 
important to the examiner and, in many 
instances, it is the foundation stone of an 
accurate diagnosis. 
DIAGNOSIS OF THE ERUPTION 
One of the great difficulties facing the 
student of dermatology is the relatively 
non-specific appearance of skin affected 
by dermatitis. The brightly erythematous, 
weeping surface of a contact allergic der-
matitis may not differ significantly in 
appearance from the acute stage of a con-
tact irritant dermatitis, an atopic derma-
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titis or an infectious dermatitis. The same 
may be said for the subacute and chronic 
stages of dermatitis. Under these circum-
stances, the student must rely on history 
of onset, site of involvement, duration, 
recurrence and other such facts to help 
him piece together the etiological picture. 
The inflammation produced by previous 
treatment, by scratching or by infection 
may make accurate diagnosis impossible 
at first, but repeated observations will 
help to disclose the true nature of the 
dermatitis. Clinical experience is the best 
teacher of this difficult phase of derma-
tological diagnosis. 
Where the skin eruption consists of a 
single type of lesion the student is on 
somewhat easier ground. He must train 
himself to recognize the basic lesion com-
posing the eruption and then to seek the 
diagnosis from among those eruptions 
which are known to form that particular 
type of lesion. The best example of this 
approach is found in the group of diseases 
known as the papulo-squamous eruptions 
in which the basic lesion is a papule bear-
ing some form of scale on it's surface. 
There are six common members of this 
g r o u p: psoriasis, seborrheic dermatitis, 
pityriasis rosea, tinea corporis, 1 i c h e n 
planus and secondary syphilis. Once a 
student identifies a papulo-squamous erup-
tion on a patient confronting him, he may 
quickly sift through these six possibilities 
for the correct diagnosis. This concept 
of diagnosis based on the primary lesion 
is most important for the student to grasp. 
It can save him, time and again, when he 
is confronted with a common disease 
which is presenting in an atypical form or 
with an altered distribution and it gives 
him a logical method with which he may 
approach a totally new type of eruption 
with some hope of success. 
A great pitfall in dermatology is the 
failure to consider the whole patient in 
relation to his skin eruption. The student 
may make an accurate diagnosis of herpes 
zoster, for example, but not think to look 
for the leukemia or tuberculosis which 
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predisposed to this eruption. He must re-
member t h a t an uncontrolled diabetes 
mellitus or a chronic nephritis may cause 
the patient to itch and force him to seek 
medical advice for an unimportant-look-
ing dermatitis . He m us t take care to 
evaluate the emotional disturbance under-
lying a neurodermatitis and see that this 
aspect of the case receives proper consid-
eration along with the skin eruption. The 
possibility of underlying disease must al-
ways be kept in mind. 
papulo-squamous and vesicula-bullous der-
matoses and the erythemas. In addition, 
he should be able to recognize the com-
mon forms of bacterial, fungus and viral 
infections of the skin and the cutaneous 
tumors. He must keep uppermost in his 
mind the thought that accurate diagnosis 
is essential to successful treatment. He 
should avoid, at all costs, the 'let's try a 
little of his' approach to his dermato-
logical problems. The patient with skin 
disease must not be ignored or treated 
lightly. While not always seriously ill, 
he is often desperately uncomfortable and 
mentally tortured by his skin eruption and 
he d e s e r v e s the most able assistance 
medical science can give him. 
How m u c h dermatology should the 
hard-pressed student of medicine know? 
He will get along very well, indeed, if 
he will make himself familiar with the 
various forms of dermatitis and with the 
Alumni ~ws 
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Dr. L. G. Stevenson 
Western medical students and Oslerites in particular were very pleased to hear 
of the appointment of Dr. Lloyd Stevenson as Dean of Medicine at McGill 
University. 
Dr. Stevenson began his phenomenal rise in medical circles after his gradua-
tion in 1944. He interned at Oshawa General Hospital returning to a lectureship 
at Western in History of Medicine for a year. Then he obtained a Ph.D. from 
Johns Hopkins in 1949, received A .C.L.S . in 1949 and was appointed a Markle 
Fellow in 1950. 
He returned to Western to become assistant professor in Medical History 
and Lecturer in Department of Clinical Preventive Medicine but soon left for 
McGill where he was medical librarian and associate professor in history of medi-
cine before his appointment as Dean. 
While at Western he wrote for the Gazette, Occidentalia, Medical Journal 
and the Osler Society . He was a firm supporter of the Osler Society attending 
many meetings and was one of its former faculty advisors . Western students will 
watch hi s career with pride and wish him all the success in the future . 
Dr. Leonard G. Rowntree 
The local Chapter of the Phi Beta Pi fraternity is inaugurating the Leonard 
G . R~w~tree Lectureships in Medicine, to be given under the auspices of the U . 
of Mtamt and the Dade County Medical Society. This is one of seven such lecture· 
ships in the nation sponsored by Phi Beta Pi . The first lecture was made in 
December 1956 by Dr. Waltman Walters, the chief surgeon of the Mayo Clinic . 
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Pediatric Dermatology 
(Infantile Eczema, Impetigo, Diaper Dermatitis) 
JAMES GOODWIN, '57 
INTRODUCTION 
. . T.he subject of pediatric dermatology is indeed a very wide field and to cover 
1t 1n 1ts ent1rety would be impossible in a presentation such as this. It is there-
fore the author 's purpose to present only three clinical entities of greatest inci-
dence and importance, in pediatric practice, namely: Infantile Eczema, Impetigo 
(Neonatorum and Contagiosa) and Diaper D ermatitis (Intertrigo and Diaper 
Rash). In clinical practice the important aspects of skin lesions lie in their 
etiology, clinical manifestations, differentia l diagnosis, treatment and prognosis 
and it is in these phases that these dermatological lesions will be discussed . 
The skin of the child, and more particularly that of the infant, deserves con-
sideration because it differs in many respects from that of the adult. It is thinner, 
less cornified, less hairy and is probably more permeable to substances approach-
ing it from within and without. In the infant the immunological responses are 
less well developed. Chemical analysis shows a higher proportion of water and 
extracellular minerals. Such differences unquestionably influence both the inci-
dence· and manifestations of particular dermatoses in early life. 
INFANTILE ECZEMA 
The term "eczema'' is used for a wide 
variety of unrelated dermatoses. In adults, 
contact dermatitis is commonly regarded 
as eczema, whereas, in childhood, eczema 
is considered an atopic manifestation to 
some specific allergen which is usually 
ingested but may be effective by contact. 
Thus infantile eczema, though common-
ly grouped with such conditions as sebor-
rheic eczema, neurodermatitis and contact 
eczema, is actually a separate entity. 
Eczema is the most frequent expression 
of the allergic state in the first year of 
childhood and it most commonly begins 
from the third to the sixth month of life. 
Few diseases in infancy produce so much 
annoyance to baby, mother and physician. 
Infantile eczema is three times more 
common in boys than girls, occurs most 
frequently in bottle fed babies and occurs 
most commonly in the winter months.7 
ETIOLOGY 
The exact cause of infantile eczema is 
as yet unknown but a number of factors 
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contribute to the development of this 
condition. Some of these factors are : 
1. The Allergic Component 
The allergic response may be inherited, 
since a family history of atopy is a com-
mon occurrence in cases of infantile ec-
zema. The infant can become sensitized 
to ingested foods (usually proteins), to 
inhalant allergens or to contact allergens. 
It is, however, not always possible to 
demonstrate specific hypersensitivity in an 
infant. The high incidence, in later years, 
of hay fever, asthma and neurodermatitis 
in children who had eczema in infancy 
favors the allergic factor of etiology. 
2. Local Skin Factors 
An infant's skin has a peculiar fragility 
and reactivity and a nonspecific irrita-
bility. The skin of eczematous infants 
often shows an abnormal increase in their 
response to irritation.' 
3. Secondary Bacterial Infection 
This usually results from scratching, IS 
of frequent occurrence and is often res-
9 
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ponsible for the continuation of the dis-
ease. The most i n t r act i bl e cases of 
infantile eczema are usually accompanied 
by bacterial infection. 
4. Nutrition 
Overfeeding may have an adverse effect 
on eczema. The condition is common in 
obese infants and rare in those who are 
poorly nourished. Improvement can often 
be brought abo ut by a reduction in the 
caloric intake alone. 
5. Non-Specific Factors 
After the onset of infantile eczema, a 
wide variety of non-specific causes may 
maintain or aggravate the eczema. 
Of these, external irritants such as 
wool, mechanical irritation, bacteria, and 
changes in temperature, or internal 
changes such as teething and unsuitable 
diet are often of importance. 
CLINICAL MANIFESTATIONS 
The lesions of infantile eczema are 
characterized by papulation and vesicle 
formation, individual lesions at any given 
time often being in various stages of de-
velopment from papule to vesicle, and 
often seen at one time in all stages of 
development. The vesicles rupture and 
exude a sticky, yellowish material which 
dries to form crusts . Intense itching is a 
characteristic feature of eczema. Scratch-
ing leads to the classical punctiform and 
excoriated appearance. 
Inf:lntile eczema occurs characteristical-
ly on the cheeks, forehead and scalp and 
it is in these locations where the condi-
tion usually starts. From there, it often 
spreads to the neck and flexor surfaces 
of the arms and legs. Lesions on the 
back, trunk and abdomen also occur, but 
tend to be drier and more circumscribed 
than elsew here and are associated with 
more scaling. The entire body except the 
palms and soles may be involved.7 
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Swelling of the lymph nodes in the 
neighborhood of the eruptions is a con-
stant feature of eczema. The nodes may 
reach the size of a walnut and occasion-
ally they may suppurate.4 
Secondary infection commonly occurs 
with infantile eczema and alters the clini-
cal picture. Streptococci and Staphylo-
cocci are the chief invaders. In the pre-
sence of a secondary infection a low grade 
fever usually exists. 
Exacerbations of the skin condition can 
be caused by a multitude of events, of 
which teething, mild infections and fric-
tion from rubbing are the most impor-
tant. Remissions of the rash, with its 
almost complete temporary disappearance 
occurs in severe infections and in fevers .2 
DIFFERENTIAL DIAGNOSIS 
Infantile ecz·ema must be distinguished 
from the following skin diseases: 
1. Seborrheic Dermatitis 
2. Scabies 
3. Contact Type Eczematous Dermatitis 
4. Papular Urticaria 
5. Diaper Dermatitis 
6. Miliaria or Prickly Heat 
TREATMENT 
I. General 
A. Treat the Parellts 
It is well to remember that one is deal-
ing with at least two, and sometimes even 
more, patients. The mother and other 
persons taking care of the child are often 
the major sufferers and must be reassur-
ed, calmed and inspired with confidence. 
It is well, then, to inform them of the 
following points : 
1. The baby will almost certainly re-
cover from the skin trouble. 
2. No marks or scars will be left by 
the eruption. 
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3. The skin trouble is not contagious. 
4. The baby is "healthy" and the gen-
eral health of the baby will not 
suffer solely from the skin condition. 
5. Despite all the scratching, there is 
little danger of serious "infection" 
or of "blood poisoning" provided 
the treatment is correctly executed. 
6. The baby is not really suffering to 
the extent it appears to be and when 
it recovers, no general impairment 
and no memory of the episode will 
remain.9 
B. Diet 
If any specific food is found to be the 
causative allergen it should be eliminated 
from the diet at once . Sev-eral foods 
(usually proteins) may be involved and 
therefore the diet must be experimentally 
altered, to eliminate the possible food 
causes. The diet, however, must contain 
adequate amounts of all the essential nu-
tritional requirements. 
If the infant is obese, and obviously 
overweight, his food intake should be 
reduced. 
Breast fed infants with eczema should 
not be weaned on this account. Weaning 
alone is rarely followed by improvement 
and too often the reverse is true. 
C. Prevention of Sc1·atcbing 
Control of scratching is very important 
since it plays a large part in the continua-
tion of the disease process . Prevention 
of scratching may be accomplished by one 
or more of the following measures: 
1. Restraints and closely cut fingernails. 
2. Wood or cardboard splints to the 
arms and legs. 
3. Cotton mittens or stockings or elas-
tic bandages on arms and legs. 
4. Antipruritics applied locally to ease 
the itching 
5. Sedation. 
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D. Change in Envi1'onment 
One of the most striking facts about 
infantile eczema is the potent effect of 
environment. A high percentage of all 
infantile eczemas clear up, often spectacu-
larly, on hospitalization or other radical 
change of environment without any other 
therapy.9 
Although the environmental effects can-
not be simply a question of absence or 
presence of allergens, it appears certain 
that environmental allergens can be of 
g reat significance in some cases. These 
allergens include house dust and sub-
stances coming from pillows, mattresses, 
bedding, clothing, rugs, and drapes . Such 
allergens should be eliminated, not only 
because this often improves the eczema, 
but because eczematous infants are poten-
ti al candidates for respiratory allergy, in 
which these environmental dusts may be 
of prime importance. 
E. A voidance of Skin Irritants 
Soap and water should be avoided, as 
should all woolen clothing. The infant 
should not be overdressed or become over-
heated . 
II. Local - This is the most important 
factor in the treatment of eczema. 
A. A voidance of Skin lrrilants 
Eczematous areas should not be bathed 
with soap and water. Bland soap substi-
tutes are not contraindicated. 
B. Removal of Crusts 
Crusts must be removed with warm 
saline packs, starch poultices or by soften-
ing with oil or a bland ointment. It is 
often necessary to use these methods for 
two to three days to remove all the crusts. 
If, after the crusts have been removed, a 
wet oozing surface remains, a mild astrin-
gent lotion should be applied to dry the 
surface before applying ointments or 
other medications . A 3% Burow's Solu-
tion is useful for this purpose. 
11 
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C. Ointments and Lotions 
Ointments and lotions are the most 
important elements of local treatment. 
Of all the medicaments which are re-
commended over and over again for 
topical therapy of infantile eczema, crude 
coal tar, or one of its derivatives, is the 
acknowledged best.9 One of the most 
satisfactory local applications is a vanish-
ing cream, to which is added liquor car-
bonis detergens-a saponin extract of coal 
tar (8 % liquor carbonis detergens in a 
water soluble base-"Tarbonis Cream"). A 
one to three per cent crude coal tar in 
Lassar's paste is also a valuable ointment. 
Coal tar ointment should be applied as 
often as necessary to keep the skin cover-
ed, and since the ointment tends to dry 
up it must be applied at frequent inter-
vals. Each day, before applying fresh tar 
ointment, the old medication should be 
carefully and gently removed with liquid 
petroleum. A word of caution is neces-
sary regarding coal tar application in that 
it should not be used where there is pus-
tulation. One should also always beware 
of sensitivity to the tar. 
Excellent results in the treatment of 
eczema have been reported with the local 
application of an ointment of hydrocorti-
sone acetate.4 
D. Refrrtctory Cases 
In cases of very severe infantile eczema, 
not manageable by any other means, res-
pite may be obtained by administering 
Cortisone and/or ACTH. The morbidi-
static effects of this treatment are often 
dramatic.9 
E. Secondary b zfeclion 
Treatment of secondary infection is 
very important. If there is not too much 
oozing an ointment containing Bacitracin 
or Bacitraci n with Neomycin is usually 
effective in controlling the infection. In 
the presence of severe secondary infection 
systemic antibiotic therapy is indicated. 
PROGNOSIS 
There is a tendency for this condition 
12 
to clear spontaneously toward the end of 
the second year of life. Before this time 
exacerbations and remissions are common 
but can be controlled by effective treat-
ment. If the specific causative allergens 
are discovered and eliminated, it is often 
possible to control the condition com-
pletely. 
IMPETIGO 
Impetigo is a disease caused by an in-
fection of the superficial layers of the 
skin by Streptococci or Staphylococci . In 
regards to Pediatric Dermatology, there 
are two basic types. (a) Impetigo Neo-
natorum and (b) Impetigo Contagiosa. 
I. Impetigo Neonatorum (Impetigo of 
the New Born or Pemphigus neonator-
um) . 
This is a bullous form of Impetigo 
which is presumably caused by Staphylo-
cocci and/or Streptococci, but, a viral 
agent may be responsible in some cases. 
This occurs in new born infants and has 
a much graver prognosis than ordinary 
lmpetigo.6 It is highly infectious and is 
a constant dread in nurseries because it 
spreads rapidly and can be fatal. An in-
fant suspected of having this condition, 
should be isolated immediately. Serious 
local lesions are not common, and con-
stitutional manifestations are rare.7 The 
principles in the treatment of this lesion 
are dryness, cleanliness, asepsis, and both 
local and systemic antibiotic therapy. 
II. Impetigo Contagiosa 
(Impetigo Vulgaris) 
ETIOLOGY 
This condition is a superficial contagi-
ous pyoderma caused by Staphylococci 
( aureus) and/ or Streptococci (pyogenes) . 
Under conditions of dose physical con-
~act, (e.g. when large families are living 
10 crowded quarters) the disease is often 
hig~ly contagious. With average good 
hygtene, however, secondary cases are in-
frequent. 
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CLINICAL MANIFESTATIONS 
The earliest lesions are exceedingly 
superficial vesicles, pinhead to pea size, 
that arise directly under the horny layer 
of the epidermis. They start clear, but 
quickly become turbid, distend , enlarge, 
rupture, become flaccid and end as char-
acteristic straw- colored brown, "stuck-
on'' crusts, on an erythematous base. Re-
moval of these crusts shows red, weeping 
surfaces which, untreated, quickly crust 
again in the same manner. The initial 
lesion is usually acquired from external 
contact but not infrequently, in infants, 
it starts from a nasal or aural pyogenic 
discharge. 
The sites of predilection are the face, 
ears, and nares, but any part of the skin 
may be involved. Mild itching is usually 
the only symptom and because of this new 
lesions often appear as a result of auto-
inoculation . 
At times several lesions may become 
confluent with spontaneous central heal-
ing which produces circinate lesions ("im-
petigo circinata") . If the lesions spread 
peripherally with irregular contours they 
are termed "impetigo gyrata". When 
bullae are prominent features of the erup-
tion, the designation "impetigo bullosa" 
is used. So-called "Bockhart's Impetigo" 
is limited to the scalp, where the lesions 
are discrete follicular pustules. 
DIFFERENTIAL DIAGNOSIS 
1. Tinea circinata (ringworm) 
2. Pityriasis rosea 
3. Herpes simplex or zoster 
4. Pustular syphilid 
5. Drug eruptions 
6. Other pyodermas 
TREATMENT 
The treatment is not difficult, but must 
be carried out carefully and conscientious-
ly to achieve quick results. 
I. General 
A. Systemic Antibiotics 
When there are only a few lesions, 
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local treatment is sufficient, but when 
there is extensive involvement, or when 
lesions are widely distributed over the 
body, or when local lesions do not res-
pond to surface therapy, systemic anti-
biotic therapy is indicated. In such in-
stances Erythromycin, Terramycin or Aureo-
mycin, by the oral route, are all apt to be 
effective. The sulfonamides and penicil-
lin are centraindicated because of the 
considerable number of strains that have 
become resistant to them and also because 
of their greater tendency to produce sen-
sitization. 
B. Cleanliness 
Strict general cleanliness of the skin 
and of clothing is advocated and the fin-
ger nails should be kept short and clean 
to prevent auto-inoculation and reinfec-
tion . 
II. Local 
A. Removal of Crusts 
All intact vesicles or mature pustules 
should be ruptured with a sterile needle. 
Crusts and other debris must be removed 
and washing with soap and water will 
often suffice. Wet dressings to soak the 
crusts may be necessary before their re-
moval and for this, hot compresses or 
starch poultices often facilitate crust re-
moval. Antiseptic solutions such as boric 
acid or potassium permanganate will also 
aid in removing crusted material. 
B. Ointments 
An ointment should be applied imme-
diately after crust removal and repeated 
sufficiently often to keep the lesions com-
pletely covered . Antibiotic ointments in 
a water-soluble base are very effective and 
often produce dramatic healing in two to 
three days. Bacitracin or Neomycin oint-
ments are preferable, because they are 
effective, have a low sensitization capacity 
when applied locally, and are rarely used 
systemically. Topical sulfonamides and 
penicillin are contraindicated because of 
their greater tendency to produce sensi-
tization. 
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In some cases of impetigo, particularly 
in those with great tendency to oozing, 
pastes and lotions with a drying effect 
often act better than ointments . For this 
purpose a useful lotion is "Alulotion'' 
( collodial mercury lotion) .9 
PROGNOSIS 
Unless complicated by constitutional 
symptoms, impetigo can be relieved in 
three to ten days by effective treatment. 
Without treatment, the course is unpre-
dictable. The skin lesions of impetigo 
may act as primary sites for other meta-
static pyodermas. 
DIAPER DERMATITIS 
( Intertrigo, Diaper Rash) 
Diaper dermatitis, commonly known as 
chafing or napkin erythema, is the com-
monest skin disease of infants, and is to 
be expected in at least a mild form, in 
all infants, at some time during the dia-
per-wearing stage. 
Diaper dermatitis can be classified ac-
cording to the type and degree of in-
volvement of the skin. 
I. Intertrigo 
This term describes the redness and 
maceration that tend to occur where cut-
aneous surfaces are in apposition. When 
only the napkin area is involved, the con-
dition is called Simple Napkin Erythema. 
II. Ammoniacal Diaper Rash 
This is a more serious type of involve-
ment which is due to a chemical contact 
irritant. 
III. Infection of Diaper Dermatitis 
This may occur mainly as: 
1. Folliculitis-due to skin and/or m-
testinal bacteria. 
2 . Moniliasis-fungus infection of the 
diaper area. 
ETIOLOGY 
1. Intertrigo (or simple diaper rash) 
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occurs when two moist skin surfaces are 
in apposition such as in the groin, inner 
thighs and buttocks . Moist diapers which 
are allowed to remain on the infant and 
thus expose the skin to prolonged irrita-
tion and friction are the commonest 
causes. 
2 . The causative factor in ammoniacal 
diaper rash is the production of ammonia 
in the voided urine by urea-splitting bac-
teria (usually bacilli) which originate in 
the intestine and infect the skin about 
the buttocks. The ammonia is formed in 
a wet diaper which has been allowed to 
remain on the infant for several hours. 
The practice of using water-tight gar-
ments of rubber or plasticized materials 
enhances the development of this type of 
rash. 
3. Infection of diap·er dermatitis can 
occur from fecal material or from other 
pyoderma lesions on the baby's body. 
CLINICAL MANIFESTATIONS 
The areas usually affected are the con-
vexities of the buttocks, the inner aspect 
of the thighs, the scrotum and the tip of 
the penis or the vulva. 
Four stages of diaper dermatitis are 
recognized.6 
1. Simple erythematous stage: ill-de-
fined shiny red patches . 
2 . Erythemato-vesicular or erosive 
stage: minute vesicles appear which 
tend to rupture but usually remain 
discrete. 
3. Erythemato-papular or post-erosive 
stage: granulomatous changes occur 
in the eroded vesicles which appear 
as bright red papules. 
4. Ulcerative stage: erosions become 
small, punched-out ulcers. The ul-
cers may become deeper with necro-
tic bases and crust formation. 
These stages often appear intermixed, 
and a typical case will show the skin of 
the napkin area as red and shiny in some 
places or macerated and crusted in others. 
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DIFFERENTIAL DIAGNOSIS 
1. Congenital Syphilitic Rash 
2. Miliaria (or Prickly Heat) 
3. Drug Dermatitis 
4. Contact Dermatitis 
TREATMENT 
I. Prevention 
Prevention of this dermatitis is correct-
ly considered to be the most important 
aspect of the treatment. In the prophyl-
axis of diaper rash the following measures 
are effective: 
1. Change diapers frequently and use only 
diapers of the smoothest material. 
2. Wipe diaper area two or three times 
daily with a quaternary ammonium 
chloride solution (1 : 1000). 
3. After fecal soiling, cleanse the diaper 
area with cottonseed or mineral oil. 
4. Avoid tight-fitting, water-proof pants. 
5. Use a bland dusting powder to keep 
the area dry. 
6. Apply a protective ointment such as 
zinc oxide, Lassar's Paste, or petrola-
tum at the ea rliest sign of a diaper 
erythema. 
7. Diapers should be carefully washed in 
a mild (non-alkaline) detergent soap, 
and rinsed thoroughly in water. All 
diapers should then be rinsed in qua-
ternary ammonium chloride solution . 
(1 : 10,000 to 1 : 25,000) and then 
allowed to dry without further rinsing. 
Diapers should be dried outdoors in 
the sunlight whenever possible. 
II. Local Treatment 
The essential feature of treating the 
lesions is to keep the affected area clean 
and dry. During the day, the infants 
should be placed on their abdomens and 
an incandescent light placed over the ex-
posed buttocks, at a safe distance. 
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At night, the buttocks should be cover-
ed with a zinc oxide or some other bland 
ointment. Simple borated talc or frequent 
dabbing with calamine lotion usually suf-
fices for mild cases. Hydrocortisone oint-
ment, silicone barrier cream, or equal 
parts of zinc oxide in castor oil applied 
local! y are recommended.l 
Infection of a diaper dermatitis by pyo-
genic bacteria should be treated as impe-
tigo. If a monilia infection is involved, 
treatment with fungicides such as unde-
cylenic acid are usually effective. 
PROGNOSIS 
Once the condition is recognized and a 
treatment regimen started, the rash quick-
ly clears, but so long as the child remains 
draped in napkins, there is a risk of re-
lapse. The parents can be assured that 
the child will not be more than usually 
li able to skin trouble in later life, because 
of this affliction. 
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Contact Dertnatitis 
JIM COLLYER, ' 57 
INTRODUCTION 
D ermatitis. resulting from direct contact with an :1gent. irritati_ng o r sensi-
tizing, is kno wn as contact dermatitis . It is also known as Industnal or Occu-
pational D ermatitis, and more specific name~ such as Poison Ivy rash, and 
D ermatiti s Venenata . 
DEFINITION 
1. Contact Irritant Dermatitis. A reaction 
of the skin to irritation by agents usually 
strongly acid or alkaline. 
2 . Contact Allergic Dermatitis. An aller-
gic reaction of the epithelial cells, sensitized 
by previous contact with a sensitizing agent 
(allergen) on further contact with that 
agent (e.g. poison ivy, cosmetics). 
ETIOLOGICAL FACTORS 
I. Internal Factors 
1. Constil11tioua! Make-Up 
(a) Dry, scaly (xerodematous) 
and oily (seborrheic) skin. 
(b) Blonde, fair skin. 
skin 
(c) Atopic dermatitis ( infantile ecze-
ma) increases liability of irritation 
by primary irritants . It is uncer-
tain if it increases chances of 
sensitivity, as it rarely gives a 
positive patch test . 
(d) No relationship with personal or 
fami ly hi story of allergy. 
2. Age 
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(a) Younger people show an increased 
incidence of sensitization and con-
tact allergic dermatiti s. This in-
creased incidence may also be due 
to the inexperienced, clumsy hand-
ling of dangerous agents in indus-
try by new workers in that field . 
(b) 
3. Sex 
Also, young men who develop con-
tact dermatitis, often leave the in-
dustry where they contacted the 
responsible agent and therefore, 
achieve their own cure . Further-
more, some people appear to be-
come h a r d e n e d to sensitizing 
agents with further exposure, and 
therefore no longer suffer from 
contact dermatiti s as they grow 
older. 
Older people show an increased 
incidence of contact irritant der-
matitis as older skin breaks down 
from exposure to primary irritants 
over many years . Also, the skin 
seems to lose its natural resiliency 
with increasing years. 
Women have more sensitive skin 
than men , but a lower incidence of 
contac t dermatitis . This is probably 
due to better care of the skin , and few-
er occupational hazards. 
4. Psychological Factors and Local !1'1'itation 
Certain personality types appear prone 
to develop contact irritant dermatitis . 
Psychological trauma may "fire off" a 
dermatitis in a previously normal indi-
vidual. These usually occur following 
local irritation , but some au thors claim 
that it may not be a necessary factor as 
these cases do not clear up until the 
psychological trauma is relieved. 
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II. External Factors 
1. Irritants 
Many agents may act as irritants. 
Examples are the many acids and alka-
lies used in industry; detergents and 
cleaning compounds in the home. 
2. Sensitizers 
Plants (poison ivy, oak), fruits and 
vegetables (tomatoes), chemicals (mer-
cury, DDT), therapeutic agents (ar-
senic, iodine, salicylic acid), cosmetics 
(hair dyes, bleaches), clothing mater-
ials (wool, fur), plus many others, may 
be sensitizing agents . 
INCIDENCE 
This is a commonly seen condition, 
from industry to the kitchen. In 3, 709 
industrial or occupational dermatitis cases 
the following results were found: 
Primary irritants 28.6% 
Trauma 22.6% 
Sensitizing substances 13.6% 
Wet work 13.1% 
Cleansing agents 10.7% 
Folliculitis - petroleum 9.2 % 
Physical and Biological 2.2% 
SYMPTOMS 
I. General 
A superficial inflammation of the skin, 
acute, sub-acute or chronic, is seen, usually 
on the exposed areas of the skin, viz., the 
dorsal surface of the hands and feet, fore-
arms, face and neck. The "friction" areas 
of the body, viz ., axilla, groin, and be-
tween the fingers , may also be involved. 
The dermatitis may be sharply limited 
to the actual area of contact, or it may 
advance and even become widespread. 
This varies with the degree of cutaneous 
sensitivity, and the strength of the offend-
ing agent (allergen). 
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II. Specific 
1. Acute Phase 
Erythema over area of contact, then 
papules and vesiculation occur first. If 
severe, the vesicles break, and weeping 
results, with oozing and crusting. 
Usually pruritis and/or burning are 
present. 
2 . Sub Acute Phase 
This is a transition stage between 
acute and chronic phases. Papules, 
scaling, thickening, excoriations (raw 
surface) and crusting are seen. Itching 
and burning persist. 
3. Chronic Phase 
Dryness and thickening with a mini-
mum of redness are seen . It may simp-
ly be a residual dryness or lichenifica-
tion (hardening and thickening from 
long continued scratching or other irri-
tation) . Itching and burning vary in 
degree. 
There may be secondary infection at 
any of the three stages, with fever, 
chills, malaise, lymphadenitis and even 
bacteremia. 
DIAGNOSIS 
A detailed history must rank of prime 
importance in tracking down the offend-
ing agent once the skin eruption has been 
identified as contact in nature by signs, 
symptoms, distribution, time of eruption. 
The patient's occupation, home surround-
ings, outdoor excursions, cosmetics, hob-
bies, pets, type of shoes, previous erup-
tions, and treatment of any sort previous-
ly may be involved. A number of poten-
tial allergens may thus be suspected. 
Specific diagnosis o f t h e particular 
allergen responsible may be more diffi-
cult. Patch Tests are used to test the sus-
pected agents . Eruptions due to primary 
irritants on the p a t c h test are severe 
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bullous (big vesicles) reactions similar to 
second degree burns. If the agent being 
tested produces an allergic contact derma-
titis, the eruption will vary from redness 
to edema, vesicu lation and oozing, depen-
ding on the sensitivity of the skin. If the 
test begins to itch prior to its normal time 
of reading, the patient must be warned 
to remove it, to avoid a generalized re-
action in such highly sensitive people. 
Patch testing should never be attempted 
during an acute eruption. 
TREATMENT 
As in treating any dermatitis, care must 
be taken not to overtreat, and one should 
start with the simplest and most innocu-
ous substances available, and work up 
from there. 
I. General 
The first thing one should do is to 
remove the offending agent (allergen) 
from contact with the individual. This 
may often require a change in the patient's 
job. Such a move will be effective if the 
agent is an irritant . If it is a sensitizer, 
removal results in a 91 % cure. However, 
if the individual is left in contact with 
the allergen, 26% are cured . This strange 
fact is explained on a basis of immunity, 
a desensitization seen after long exposure . 
This, when seen, is temporary, for if the 
individual is away from the allergen for 
a time and returns, the dermatitis re-
occurs, and supposed ly, the immunity has 
been lost . This theory has not met with 
complete accord everywhere. 
Careful selection of personnel by means 
of physical characteristics already listed 
under etiology, w iII prevent many of 
these cases . Patch tests might also be used 
as a screen for suspects . 
Protective clothing, barrier creams, 
scrupulous cleanliness, are all of impor-
tance in preventing this condition. The 
effect of the creams is limited since many 
individuals will not use them due to in-
convenience. 
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Desensitization may be carried out if 
necessary against the c o n t a c t allergen 
(e.g. poison ivy). 
Education of the individual is impor-
tant also in preventing further attacks. 
II. Specific 
1. Remove allergen from environment. 
2. Sedation to stop scratching. 
Chloral hydrate is preferred. Antihista-
mines may give sedation and some will 
give relief as well. 
3. Rest involved part. 
4. ACTH and Cortisone are not used rou-
tinely, but only if generalized reaction 
present. 
5. Local Medication . This must be adap-
ted to the type of lesion found. 
(a) Weepi11g lesions . 
Moist, lukewarm or cool 
of aluminium acetate 
Sol.) . 
(b) Secondarily infected. 
compresses 
(Burow's 
(i) Potassium permanganate com-
presses, 1:10,000 routinely; 
1:20,000 for bath. This stains 
everything. 
( i i) Boric acid saturated solution 
compresses . 
(iii) Bacitracin and tyrothricin local-
ly may be effective but are 
relatively expensive. 
Keep compresses wet by frequent 
dipping. 
Remove compresses for 15 minutes 
every 3-4 hours to prevent macera-
tion of the tissues . 
(c) Dry scaly lesions. 
(i) Simple lubri cation with min-
eral oil or olive oil and lime 
water or zinc oxide. 
(ii) Strong stimulating measures 
may be necessary, such as tar 
preparations. 
U.W.O. MEDICAL JOURNAL 
(d) Ambulatory patient of necessity. 
G rea s y ointments at night and 
greaseless applications by day. 
(e) Colloidal batbs. 
Some writers recommend these for 
all contact dermatitis . 
Effect : 1. Removes precipitated medica-
ments. 
2. Cleanses skin in place of irri-
tant soap and water. 
PROGNOSIS 
Contact irritant dermatitis is more apt 
to be difficult to clear up, since it is more 
often found in the constitutional eczema-
toid individual, and in individuals with 
decreased natural powers of resistance 
after years of exposure. 
Natural resistance of the skin is impor-
tant in this. Certain indefinite intrinsic 
factors , natural oily secretions (against 
water soluble irritants), neutralizing abil-
ity of the skin , and thickening of the skin 
from manual work, are all important in 
preventing and curing this condition. 
Once the sensitizing agent has been re-
moved , the contact allergic will usually 
clear up . Usually there will be future 
exacerbations or recurrences if brought in 
contact with the allergen. Occasionally 
some become apparently desensitized and 
have no more attacks. 
SUMMARY 
Contact Dermatitis is a superficial in-
flammation of the skin, caused by a pri-
mary irritant or a sensitizing agent, and 
cured by basic treatment on removal of 
the causative agent from the environment. 
It may be prevented by improving pro-
cedures in industry to eliminate causative 
agents, by individuals protecting them-
selves with clothes and creams, and some-
times by desensitization. 
This condition is of real importance in 
these days of full employment, as much 
time is lost from work because of it. The 
individual often must c h a n g e jobs to 
escape it. A real effort should be made 
to place men properly at the time that 
they are hired, so as to avoid as many of 
these cases as possible. 
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January is March of Dimes month; this year, along with their fund ratsmg 
activities the millions of volunteers of the National Foundation for Infantile 
' 
Paralysis are undertaking a broad-scale vaccine education program. 
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Pyodermic Infections due to 
the Staphylococcus Organism 
D AVID A. LAWSON, ' 57 
INTRODUCTION 
The effective contro l of skin infections produced by coagulase positive 
Staphylococcus pyo~enes has become a medical problem . of major impo~tance . 
M any strains of this micro-organism have developed a ~1gh level of r.e~ Jstance 
to anti-microbial agents in current use. This opportumty wdl be ut~hzed to 
discuss the nature of th e problem, clinical manifesta tions of the orl?amsm, and 
the management of lesions. Emphasis will be placed on prophylactic measures 
which might be taken to avoid hospi ta l epidemics . 
THE PROBLEM 
The ability of the Staphylococcus to 
mutate and produce antibiotic resistant 
strains is common knowledge to all medi-
cal personnel. It is probable that the 
indiscriminate use of t h e s e antibiotic 
agents has contributed much to our pre-
sent dilemma. Strains resistant to peni-
cillin were reported in the literature 
shortly after the widespread availability 
of this drug. Recent reports indicate that 
up to 80 per cent of hospital infections 
due to Staphylococms pyogenes fail to re-
pond to penicillin . A high percentage 
of strains fail to be controlled by other 
antibiotics and indeed some fail to be 
controlled by any. Some investigators feel 
that combination therapy will retard the 
emergence of resistant strains. The value 
of this has been confirmed in in vitro 
studies but further clinical trials are neces-
sary to establish in vivo efficiency. 
To increase the problem of control many 
individuals including doctors, nurses, and 
ward attendants have become carriers of 
resistant strains. These organisms can be 
readily transferred to previously unin-
fected patients. An infection in a patient 
already debilitated by some other illness 
is particularly serious . 
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A further problem is that hospi tals are 
forced to admit patients who harbor re-
ristant strains. These pat ients are admitted 
for some other medical or surgical prob-
lem but may be carriers or have active 
skin infections . 
CLINICAL ASPECfS 
Common skin 1 e s i o n s produced by 
Strtphylococms pyogenes include furuncles, 
carbuncles, acne pustules, apocrine sweat 
gland abcesses and sometimes suppurative 
infections in surgical and other types of 
wounds . Regardless of the exact lesion 
produced the clinical picture is that of a 
localized inflammatory process character-
ized by erythema, induration and pain. 
As maturation of the lesion progresses 
central necrosis and suppuration takes 
place, the overlying skin becomes thin, 
and usually ruptures . 
These characteristic lesions are a resu lt of the 
production of toxins and enzymes. Exotoxins of 
which the gamma-toxin is the most pathogenic 
for man causes dermonecrosis. Leucocidin destroys 
leucocytes and prevents phagocytosis. Clotted 
blood pl asma due to the enzyme-like action of 
coagulase tends to block lymph and blood chan-
nels thus localizing the inflammatory process . 
H yalUt·ouidase is also produced which aids the 
organism to invade the tissues . 
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Although lesions caused by this organ-
ism may occur anywhere on the body's 
surface, the back of the neck, axillae, and 
buttocks are sites of predilection . Certain 
conditions predispose the individual to 
infection . These are: 
Constitutional 
1) Diabetes mellitus 
2) Overweight 
3) Blood dyscrasias 
4) Anemia 
5) Systemic pruritis 
6) Internal focci of infection 
7) Cachectic states 
8) Drugs (Halogens) 
Local 
1) Friction 
2) Excessive perspiration 
3) Lack of good hygiene 
4) Oils and greases 
5) Cosmetics 
6) Burns 
7) Irritative medications 
8) Insect bites 
9) Trauma 
10) Non-pyogenic dermatoses 
A bacteremia may on occasion accom-
pany skin lesions. Constitutional symp-
toms of fever , malaise, and even prostra-
tion may occur. More serious infections 
may be produced by this organism but 
they will not be discussed except to men-
tion a few , namely; endocarditis, pneu-
monia, empyema, meningitis and metasta-
tic abcesses. Evidence of involvement of 
these areas will produce signs and symp-
toms referable to the specific organ or 
ystem involved . 
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MANAGEMENT 
A. Prophylaxis 
Because we cannot depend entirely up-
on anti-microbial agents to prevent or 
control infections it is necessary to direct 
our efforts toward breaking links in the 
chain of events whereby this micro-organ-
ism passes from one individual to another. 
Since this is primarily a hospital problem 
the recommendations which follow will 
be confined to this area. 
I. General Hospital Policy 
A few general administrative measures 
may be invoked by the hospital which 
would be of great value. These measures 
might include: 
1) Avoid admitting patients with triv-
ial ailments. 
2) Release patients from hospital as 
soon as their condition warrants. 
3) Have history and physical examina-
tion completed before the patient is as-
signed to the ward . Patients with obvious 
active lesions may then be appropriately 
assigned to special wards. 
4 ) Provide a training program whereby 
medical students, nurses, and ward atten-
dants may be familiarized with the prob-
lems of cross infections and methods of 
control. 
II. B11ildings and F11rnishings 
The M e d i c a 1 Research Council has 
stressed the importance of proper build-
ings . Where possible, they suggest the 
division of large wards into smaller units . 
Starkey notes the value of avoiding sharp 
corners where wall meets wall and wall 
meets floor and advises the elimination of 
rough floors, unsealed joints, and 0pen 
cracks. With regard to the heating sys-
tem he indicates the preference of elec-
trical or other radiant heating panels to 
boxed in type of radiator. He notes fur-
ther that hard to clean items such as 
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venetian or roller type blinds should be 
replaced by easily laundered curtains or 
by substituting a non glare window glass. 
It is also desirable that room furniture, 
such as tables and chairs, should be of 
simple construction and have smooth sur-
faces which can be readily cleaned. 
III. Nursi11g 
Careful consideration should be given 
to the allocation of accommodation for 
infected individuals so that cross infec-
tions may be avoided . Patients with wide-
spread active infections, who cannot avoid 
contaminating their surroundings should 
be nursed in isolation wards. Here, doc-
tors , nurses, and ward attendants should 
wear gowns, caps, masks, and gloves while 
handling the patient or articles contamin-
ated by him. A selected number of pa-
tients who have localized lesions which 
may be completely covered with proper 
dressings may be n u r sed in restricted 
wards where the necessity for gowning 
and other isolation procedures can be 
safely curtailed . In both types of ward 
particular attention should be paid to 
thorough hand washing before and after 
attending the patient. Starkey suggests 
that the hands be dipped in a disinfectant 
such as Cetavalon or Zephiran for one 
minute preceding washing. 
IV. Control of Airbom e Infection 
It has been demonstrated by many in-
vestigators that the air is an excellent 
medium for the dissemination of bacteria . 
Definite measures should be taken which 
will minimize the spread of infection by 
this route. Ventilation of adequate degree 
reduces the concentration of bacteria in 
the air. Special air conditioning systems 
which incorporate a series of filters can 
reduce airborne bacteria to negligible con-
centrations. Care should be exercised dur-
ing bedmaking to avoid excessive scatter-
ing of dust. Wards should be swept with 
dampened mops and floor waxes applied 
which do not require polishing with 
mechanical polishers since the latter are 
22 
potent items for stirring up and distribu-
ting dust. Mattresses and pillows should 
be provided with heavy washable cover-
ings to prevent them getting heavily laden 
with dust. Adequate spacing between beds 
is stressed by the Medical Research Coun-
cil. They state that the distance between 
bed-centres should be at least twelve feet . 
V. Bedding and Other Items 
Soiled linen and blankets should be 
carefully placed in heavy canvas bags and 
sent to the laundry for special treatment. 
Blankets which are important reservoirs 
for bacteria can be treated by impregnat-
ing them with oil in order to decrease the 
amount of dust and bacteria escaping 
from them during bedmaking . (The 
Medi cal Research Council recommends 
techni cal white oil.) 
B. Care of Lesions 
I. General 
1) Maintain scrupluous cleanliness of 
the skin by bathing with soap and water. 
Daily changes of under clothing is de-
sirable. 
2) Prevent continuous autoinoculation 
by keeping hands away from active lesions 
- use occlusive dressings. 
3) Avoid the use of irritating medica-
tions or trauma which disturbs skin con-
tinuity- do not squeeze. 
4) Immobilize the affected a rea as 
much as practicable. 
5) Obtain a specimen of the discharge 
when available and send it to the labora-
tory for culture and sensitivity tests. 
6) Where recurring lesions are fre-
quent look for predisposing factors (as 
listed above- especially diabetes mellitus). 
II . Local Treatment 
1) Application of hot moist compresses 
for 15 minutes 3 to 4 times a day gives 
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relief and speeds the inflammatory pro-
cess. 
2) Use non-toxic germicidal-detergent 
mixtures to clean infected sites and sur-
rounding area of skin. 
3) Ointment preparations of topical 
antibiotics such as bacitracin and neomy-
cin may be of some value. 
4) A small incision into the centre of 
a pointed or fluctuant lesion may be made 
to promote earlier drainage and resolu-
tion. 
5) Apply new dressings using a non 
/oNch technique and deposit soiled dress-
ing in a disposable bag. 
6) Roentgen rays may be used to help 
manage refractory cases of furunculosis. 
III. Care of Partimlar Areas 
1) A suppurative lesion in the external 
auditory canal constitutes a special prob-
lem. Local hot compresses may be applied 
over the pinna of the affected side. Once 
drainage has o n s e t the canal may be 
swabbed with cotton dipped in an alco-
holic solution of boric acid. 
2) Lesions on the triangular area of the 
face formed by the nasolabial folds are 
dangerous due to the possible complica-
tions of lateral sinus thrombosis, menin-
gitis, and septicemia. Gentle local care 
as described and systemic administration 
of an antibiotic to which the organism is 
sensitive is indicated. Bedrest is manda-
tory. 
IV. Systemic Tberapy 
1) The systemic use of selected anti-
biotics in adequate doses, for a sufficient 
period of time is quite reliable. Indica-
tions for the use of these drugs include 
the following: 
(a) Septicemia as manifested by fever, 
malaise, and prostration. 
(b) Widespread recurrent lesions. 
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(c) Infections of the area bounded by 
the nasolabial folds . 
2) The use of vaccines to immunize the 
patient against future lesions is of limited 
value in a few cases . 
SUMMARY 
The control of skin lesions produced 
by the Staphylococcus pyogenes organism 
has become difficult due to the develop-
ment of strains resistant to antimicrobial 
therapy. Modern management revolves 
around the prophylactic control of sources, 
depots, and routes of transmission, local 
management of separate lesions, and the 
systemic administration of adequate doses 
of an antibiotic to which the organism is 
sensitive when indicated . 
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Recent Trends 
1. CORTISONE AND ITS 
DERIVATIVES 
Great strides have marked the progress 
of medicine during the past decade and 
a half. Dermatology, fortunately, has 
shared many of these. Most outstanding 
has been the development and use since 
l949 of cortisone, hydrocortisone and 
ACTH. Topically applied hydrocortisone 
in concentrations of 0.25 to 2% is the 
finest anti-eczematous and antipruritic 
preparation yet devised .t Hydrocortisone 
per se is completely non-sensitizing and 
is not absorbed from the skin in any 
concentration as yet proven to produce 
systemic effect. Appreciable amounts are, 
however, absorbed through oral, vaginal 
and rectal mucous membranes. The free 
alcohol hydrocortisone is many times 
more effective than the acetate. Fluoro-
hydrocortisone is physiologically five to 
ten times more active than hydrocortisone, 
but is abso rbed in amounts during local 
use likely to cause systemic effect. De-
rivatives of cortisone and hydrocortisone 
(prednisone and prednisolone) are effec-
tive locally in small concentrations, but 
their excessive cost has not warranted 
their routine local use. Corticosteroid 
hormone offers the greatest relief and is 
~ndeed lifesaving when used systemically 
~~ the treatment of chronic pemphigus, 
dtsseminated lupus erythematosus, the 
erythema multiforme eruptions of severe 
degree (e.g. Stevens-Johnson Syndrome), 
severe acute urticaria and angioneurotic 
edema. 
2. BACfERIOST A TICS, 
FUNGISTATICS, AND 
ANTIBIOTICS 
Bacteriostatic, fungistatic and antibiotic 
substances have proven a great boon to 
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the dermatologist. He has long since dis-
ca rded the local use of sulfa, penicillin 
and the nitrofurazones because of sensi-
tizing potentialities. Sulfapyridine2 and 
the sulfones,3 however, remain the sys-
temic drugs of choice in the treatment of 
dermatitis herpetiformis. I have seen no 
ill effect after continuous systemic use 
of sulfapyridine in the same patient for 
a period of ten years. Penicillin systemi-
ca lly is the treatment of choice for all 
stages of syphilis and will probably so 
remain, as the Treponema pallidum has no 
power of developing biological resistance. 
Broad spectrum antibiotics (bacitracin, 
gramicidi n, erythromycin, tyrothricin, 
chloramphenicol , tetracycline, neomycin, 
polymyxin. cathomycin) have rendered 
the rapid cure of the superficial pyoder-
mata within the reach of even the most 
uninitiated. They are almost non-sensitiz-
ing. Neomycin has the advantage of not 
being absorbed systemically and of having 
a profound bacteriostatic effect on the 
Pseudomonas aemginosa, the most serious 
secondary invader in cases of infected 
otitis externa. Streptomycin used systemi-
cally with calciferol has greatly simplified 
the treatment of skin tuberculosis . It is, 
however, too sensitizing to be used in a 
local application. Most antibiotics are not 
fungicidal with one notable exception, 
mycostatin.4 This substance has been of 
g reat help in clearing foci of monilial 
infecti?n from the intestinal and vaginal 
trac ts 111 those patients suffering from re-
current monilial paronychia and erosio-
interdigitalis blastomycetica. The quino-
line compounds are among the most 
ve.rsatile ?f the. newer drugs. They are 
mddly stunulatmg, anti-eczematous, sta-
phylostatic and fungistatic. Vioform and 
sterosan are in my experience the best 
substances for local use in the topical 
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therapy of the superficial and a few of 
the deep mycoses. Quinolor ointment with 
the addition of five to ten per cent of 
sulfur has proven the therapy of choice 
in cases of staphylococcal folliculitis and 
acne vulgaris. 
3. FUNGUS PATHOGENICITY 
Ideas have changed a good deal of late 
concerning the types and pathogenicity of 
many superficial fungus infections. Tricbo-
pbyton mbmm as a cause of Tinea pedis 
now outnumbers all others and is much 
more versatile.5 It may readily attack any 
area of glabrous skin or the nails and 
scalp as well. It appears necessary to have 
a lowered skin resistance in order to de-
velop this resistant infection . A large 
number of volunteers show the organism 
to be present on their skins, but have no 
signs of clinical infection. Therefore, 
undoubtedly, the contagiousness of this 
condition has been greatly overempha-
sized. Local skin resistance on the part 
of the host is of much greater importance. 
Concentrated fungicidal and fungistatic 
agents are seldom now used on the glab-
rous skin. The newer fatty acid creams 
and powders (of Peck) have been most 
helpful , but in my experience not as effec-
tive as the oxyquinolines. Microsporo11 
attdouini infection of the scalps of young 
children has been shown by Kligman to 
occur only when there has been trauma 
to the scalp of mild degree prior to ex-
posure. Clinical diagnosis of this serious 
problem is only possible through culture 
or use of filtered ultra-violet light. Here 
the invention by General Electric of their 
purple X bulb has placed this diagnostic 
equipment within the financial reach of 
all.6 X-ray epilation is still the most im-
portant method of cure of this non-in-
flammatory type of scalp ringworm. 
4. PHYSICAL THERAPY 
A number of changes in physical ther-
apy are worthy of mention. Most derma-
tologists are using less gamma radiation 
JANUARY, 1957 
than previously due to better techniques 
of local care. Where this modality is used 
much lower voltages with longer wave 
length rays are found to be quite satis-
factory and much safer than previously 
used high voltage gamma radiation. Most 
superficial roentgen used now has a half 
value layer of 0.5 mm . of aluminium. 
With the advent in America of a satis-
factory beryllium window tube, excellent 
results have been obtained with very low 
voltage, long wave-length (half value 
layer 0 .018 to 0.036 mm. of aluminium) 
gamma radiation.7 That this irradiation 
is extremely safe is shown by the fact 
that there has not been a single instance 
of malignant lesion produced by Grenz 
rays during the past ten years. It is im-
portant to realize that Coolidge tube and 
beryllium tube equipment should be en-
tirely separate, not contained in the same 
machine. 
5. ELECTROSURGICAL TECHNIQUES 
High frequency electrosurgical tech-
niques have been greatly improved. Even 
the largest sebaceous or epithelial cyst can 
be completely and permanently removed 
with minimal scarring in a period of a 
few months . Warts, moles and vascular 
nevi are readily disposed of by this new 
technique. Of 5,000 basal cell and Grade 
I squamous cell carcinomata treated by 
electric surgery in my practice only three 
have recurred in ten years. Removal of 
superflous hair by electric surgery is 
twenty times more rapid than by electro-
lysis and the rate of regrowth is consider-
ably less. 
6. ABRASIVE TECHNIQUES 
Abrasive techniques originated by Unna, 
revived during World War II by the 
plastic surgeons and finally clarified by 
Kurtin, hav·e been helpful for removal of 
severe scarring, keloid tissue, superficial 
angiomata and tatoo marks.s The wire 
brush is in greatest vogue at the moment. 
Cases must be carefully chosen and 
25 
---Recent Trends in Dermatology------------
patients must be warned not to expect 
completely new skins. They should be 
warned too that the new surface may be 
' ' quite sensitive and subject to eczematous 
change. 
7. LIQUID NITROGEN 
Liquid nitrogen has proven an asset in 
the treatment of virus warts . It is applied 
with a cotton tipped applicator, freezes 
extremely rapidly and produces a large 
blister in the superficial layers of which 
lies the offender. The blister must be 
clipped and the wart removed, otherwise 
it will settle down and begin to grow 
again. Twenty per cent podophyllin in 
alcohol for the therapy of warts in areas 
is extremely effective, but may be sensi-
tizing. 
8. CERTAIN SPECIFIC CONDITIONS 
1) Lupus Erythematosus. Anti-malarial 
substances - atabrine, chloroquin, neo-
chloroquin have completely changed the 
prognosis of chronic discoid lupus ery-
thematosus, and the rarer telangiectatic 
lupus.9 We now clinically arrest 65 % to 
75 % of these cases instead of 25 % for-
merly arrested by previous methods used. 
Anti-malarials apparently act not only by 
screening out ultra-violet rays in the 3500 
to 5000 Angstrom unit range but also by 
correcting the hypoprothrombinemia which 
exists in chronic lupus erythematosuslo. 
These drugs are potentially dangerous and 
may cause agranulocytosis or drug erup-
tions. Where psoriasis is already present 
exfoliation may occur. I have seen several 
cases of lichenoid eruptions, but none of 
leucopenia . 
2) Stasis Ulce1•s. Powdered purified gel-
atin (Gelfoam) has proven the most im-
portant advance in the therapy of stasis 
ulcers during the past five years. It is 
used in conjunction with a suitable anti-
biotic, a supportive bandage and a drug 
to increase peripheral blood flow. 
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3) Urticaria . The antihistamines have 
helped greatly in producing re~ief an? 
eventually cure of chronic recurnng urti-
caria (cholinergic urticaria) . As yet this 
recalcitrant problem is in 90% of cases 
idiopathic.'' Experimental evidence . is 
accumulating to indicate that excessive 
amounts if histamine are probably meta-
bolized by granules in mast cells. When 
mast cell granules can no longer ade-
quately absorb excessive histamine, urti-
cana results. 
4) Psoriasis. The use of aminopterin in 
psoriasis is still controversial. To date 
two deaths have resulted . These occurred 
in patients receiving a dose of 1 mg. or 
more per day . In seventy-five cases in my 
own practice treated with a daily dose of 
0.5 mgs. no problems other than five 
instances of aphthous stomatitis have re-
sulted . A total dose of 10 mgs. has not 
been exceeded in any case . There is no 
question but that this drug does produce 
a rapid evolution of lesions in most 
psoriatic problems. 
5) Pigmentation Disturbances. Disturb-
ances of melanin pigmentation have un-
dergone considerable investigation. Becker 
ha pointed out that only 25% of malig-
nant melanomata arise from junctional 
nevi; 75 % arise in lentigines .12 Approxi-
mately 68% of cases of malignant mela-
nomata survive for a period of five years 
or longe r when treated by local excision 
alone. The use of radioactive tyrosine to 
measure the activity of tyrosinase is prov-
ing most helpful in the early diagnosis 
of malignant melanoma. Melanin pig-
ment formation may be inhibited by the 
local use of monobenzylether of hydro-
quinone (Benoquin). This substance is 
of considerable practical help in chloasma, 
post inflammatory melanosis and at the 
edge of areas of vitiligo. The use of the 
psoralenes (Oxpsoralen) in stimulating 
pigment formation in vitiligo has been 
most helpful. Its use orally must be ac-
companied by appropriate ultra- violet 
irradiation locally. Melanin stimulating 
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(anterior pituitary) hormone has proven 
disappointing in leucoderma and vitiligo. 
It produces more pigment where there is 
pigment already and does not affect de-
pigmented areas. 
6) Syphilis. The development of the 
Treponema pallidmn Immobilization Test 
and the more recent Trep onema pallidttm 
Immune Adherence Test has proven more 
valuable in diagnosis than nearly any of 
the other tests for syphilis. It is now no 
longer necessary to wait for four months 
or more to prove or disprove a case of 
syphilis when clinical signs and cerebro-
spinal fluid are negative, and preci pita-
tion tests are positive. 
7) Idiopathic Brittle Nails. Careful ex-
perimental evidence shows that these nails 
contain as much or more calcium than 
normal. They are improved most by the 
intake of Vitamin A 25,000 to 50,000 
units per day, with the ingestion of in-
creased amounts of the amino acid cystine. 
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T :-~ n . 
The March issue of the U .W.O. Medical Journal will be entitled 
"Symposium on Toxicology" and will include papers on the history of 
toxicology, diagnosis and management of common poisonings and 
medico-legal problems. 
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A Glance at Medical Progress 
• Canada lfl 
DAVID SCHWARTZ, '58 
INTRODUCTION 
The story of medicine in Canada, as it unfolds, brings to mind heroic days 
when the hi story of the country was bei ng written. It recalls wars between the 
Engl ish and the French for possession of the country, the rivalry between races, 
people, and political factions, the courage and cowardice, friendships, hatreds, 
greed and exploitation which has given us our pattern of history. 
Medicine has given us in Canada many great men who have won world wide 
renown, and many more unheard of beyond their own small sphere who devoted 
their lives to the welfare of th e people . Canadian physicians have excelled in the 
field of medicine and surgery, in liberal arts, and in the field of statesmanship. 
It is not possible within the pages of this paper to recount the lives and achieve-
ments of all these men. But instead, I wish to present a picture of the develop-
ment of medicine in a young country disturbed by wars and disease, so that when 
contemplating the difficulties and achievements of the past, we may better appre-
ciate the contributions that pioneers in the field of medicine have made to this 
great country. It is also my purpose to bring to your attention the part played 
by disease and the medical profession in guiding the destiny of Canada. 
INDIAN MEDICINE 
The Indians were pictured as a strong 
race, living the life of the open-fishing, 
hunting, and altogether free from the ills 
of mankind. But the truth is that the 
Indians suffered from many of the ordin-
ary ailments to which mankind has been 
exposed. Amerigo Vespucci in an account 
of his first voyage to America relates that 
the Indians were "vitiated in the phlegm", 
possibly a reference to tuberculosis, "and 
in the blood", because of their food, 
which was chiefly herbs, roots, fish and 
fruit . Indians often suffered from scurvy, 
a disastrous plague among them, which 
occurred chiefly during the winter when 
storms and heavy snow made hunting and 
fishing quite difficult, and there was a 
shortage of grain, roots and herbs. The 
best treatment that they had for the dis-
ease was a brew of leaves and bark of the 
"annedda" tree, a spruce tree species. 
The Indian medicine man was not the 
curator of their medical knowledge, but 
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only a man who seemed to have a con-
cession to superstition. The system of 
medical practice among I n d i a n s was 
handed down from generation to genera-
tion, and even though unwritten, was 
quite complete. The women of the tribes 
were in charge of the treatment of the 
sick, as well as acting as midwives during 
deliveries. Their knowledge of surgery 
was of a general nature. Contused wounds 
were treated with the application of cold 
water by means of compress . The barks 
of the slippery elm and basswood trees 
and the resinous bark of the tamarack 
were applied to suppurative lesions. Ul-
cers were treated with a decoction of the 
underbark and the juice of the juniper 
berry. Fractures were reduced by appli-
cation of force and by rotation of injured 
limbs . Many tribes even had skilled bone-
setters who carefully reduced and set frac-
tures. Amputations were performed at the 
joints with sharp instruments and hemorr-
hage was stopped by application of red 
hot stones. Insanity was called "onon-
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hoioia" by the Indians, which meant the 
" turning of the brain upside down" . How-
ever, little is known of the Indian treat-
ment of mental illness. 
With the arrival of the white men new 
and unknown diseases swept through the 
Indian villages like wildfire. The system 
of Indian medicine broke d o w n when 
afflicted with these "white men's dis-
eases" . Smallpox, however, was the worst 
of them all. The Indians had treatment 
for smallpox which consisted of sweating 
boxes followed by a plunge into cold 
water. Unfortunately, however, many died 
because of this. From the year 1635, when 
smallpox first became epidemic among 
the Indians, until the time when only a 
few of their numbers remained, the In-
dians carried smallpox with them. How-
ever, in the year 1807, with the use of 
Jenner smallpox vaccination, the serious-
ness of the disease disappeared. Vaccina-
tion came to the rescue of the Indians 
and saved them from extinction. 
According to historians, syphilis came 
to Europe from the North American In-
dian . No mention is made of venereal 
disease by the early French writers, but 
the J e s u i t s wrote detailed reports on 
syphilis as well as other diseases. The 
Indians had a remedy for syphilis which 
the French did not possess. Herbs and 
plants were used which sometimes cured 
the afflicted Indian within five or six 
months. 
Before the French arrived, infectious 
diseases among the Indians were minimal, 
and there is little doubt that such diseases 
as diphtheria, scarlet fever, chicken pox 
and small pox, tuberculosis and yellow 
fever were introduced by Europeans. Their 
diseases were originally m a i n 1 y those 
caused from hardships, famine and trauma. 
Diseases of the eye were abundant, and 
due to the irritation of smoke in their 
houses, because they had no chimneys but 
only a hole in the roof. 
The French found that the Indian pos-
sessed a good knowledge of medicine and 
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surgery which in some respects was simi-
lar to their own. In fact, it was found 
that they had a more superior treatment 
in the application of herbal remedies for 
every need, for expectorants, emetics, pur-
gatives and astringents. 
FRENCH MEDICINE 
Scurvy became a menace to Cartier and 
his men when they first came to the new 
land . Many of his men died and were 
buried . These were the first burials of 
white men in Canada. Also, an autopsy 
was performed on the body of one man 
who died of the disease. This autopsy was 
the first of its kind to be performed in 
the country. The cure for scurvy, which 
Cartier obtained from an Indian, was a 
brew of the leaves and bark of a spruce 
tree. Cartier's men recovered from the 
r e m e d y which the Indians themselves 
used . 
Initial colonization of New France was 
attempted in 1542, by Roberval and a 
group of some two hundred immigrants. 
However, this failed , due to the death of 
about fifty people from famine and 
scurvy, and the desertion of the other 
members of the colony. This settlement 
at Cap Rouge was built where Cartier 
originally had settled, and this became the 
first settlement in Canada to be given an 
official name. 
Port Royal was started by Champlain 
and De Monts in the year 1604. How-
ever, scurvy broke out among those who 
wintered in this village on the Bay of 
Fundy, with the result that only forty-four 
out of seventy-nine remained alive the 
next spring. Autopsies were also perform-
ed on the bodies of the men to determine 
the cause of death. However, there was 
much speculation as to the nature of the 
illness, although diet was never implicated 
until later . 
Scurvy was a great killer not only in 
the city, but also on exploration parties 
and in the armies . Later on, the English 
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also had their bouts with the disease be-
fore and after the capture of Quebec. 
The army surgeons had some very drastic 
treatments of the disease. However, when 
the etiologic factors were recognized, we 
find that officers commanded their men 
to drink daily a brew made of spruce, 
which was similar to that Cartier prepared 
for his men . Even during the seige of 
Quebec by the Americans in 1775, ma~y 
American soldiers suffered from the dis-
ease, and the wards of Quebec hospitals 
overflowed with them. The soldiers paid 
for their care with promissory notes which 
they never redeemed, and these can still 
be seen in the Hotel-Dieu Hospital. 
In the nineteenth century the prevalence 
of scurvy in Canada diminished markedly 
due to a knowledge of the causative fac-
tors. During the past century, the presence 
of this disease was related with lumber 
camps, due to a continual diet of bacon, 
coffee and beans, without nearly enough 
fresh fruit and vegetables. However, to-
day this disease is recognized before it 
has a chance to establish itself well. 
Few are aware that disease played a 
major role in the wars between the Eng-
lish and the French . Across the pages of 
Canadian history disease stalked as a sini-
ster figure in the plans of both sides. 
Disease ravished both f r i en d and foe 
alike, sparing neither victor nor loser. 
Disease took the lives of more men than 
did the actual warfare on the field. In 
fact, morbidity due to various diseases 
often caused a battle to be won or lost. 
One example took place in 1690. Having 
captured Acadia, a force of two thousand 
New Englanders plus fifteen hundred 
Indians marched on to Montreal, while 
two thousand m o r e sailed for Quebec. 
Both cities would have fallen, had it not 
been for smallpox which broke out in the 
ranks and in the sailing vessels too. Both 
parties disbanded, due to the disease 
which killed literally hundreds of men . 
Disease generally played a major part in 
the wars for control of the continent, and 
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as I have said, on many occasions disease 
was the deciding factor. 
The first "surgeons" to practice in 
Canada were pharmacists, physicians and 
surgeons all in one. The term "surgeon" 
was only to describe them, as they had 
no degrees f o r qualification. Surgical 
practice was limited to extraction of teeth, 
opening abscesses and boils, blood-letting, 
as well as operating on injuries and pre-
paring remedies. These surgeons were at 
first not well known in their profession, 
but as time went on the level of their 
profession became more respected. 
The honour of being the first surgeon 
to practice in this country was that of 
Deschamps of Honfleur, and associated 
with him at Port Royal was an apothe-
cary, Maitre Estienne. There were sur-
geons who visited Canada before Des-
champs, because the law of France requir-
ed that each ship include a surgeon as a 
member of the crew. The Jesuits also 
brought surgeons to Canada, and among 
them was Simon Baron and Rene Goupil. 
Baron was with the Jesuits at Cape Breton 
Island in 1631 and three years later he 
accompanied the missionaries to Huron 
country. 
As time went on, the position of sur-
geons improved. One of the more famous 
was Sarrazin, who studied in France and 
became fa m o us for his knowledge of 
anatomy and surgery. He was made a 
member of the Royal Academy of Sciences 
of France and was commissioned to un-
dertake the study of the flora and fauna 
of Canada. A yearly allowance was made 
to him by the King of France. History 
relates that Sarrazin operated in cases of 
cancer and that he performed many other 
difficult operations. The famous natural-
ist, Kahn, in his history of his voyage to 
America, refers to Sarrazin. He tells us 
that this surgeon had great knowledge of 
medicine, anatomy, and other sciences, 
and mentions that he died at Quebec in 
1731 of a malignant fever which he ac-
quired while treating his patients. 
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Another outstanding practitioner of the 
time was Jean Fran~ois Gaultier, born in 
the year 1708. He was appointed King's 
Physician for Canada in 1741, and was 
versed in law and in scientific instruments 
such as the astronomical pendulum tele-
scope, as well as being very interested in 
botany. Gaultier, however, also came to 
an abrupt end in his duties when he died 
of hemorrhagic smallpox which he con-
tracted while a physician in the Hotel-
Dieu Hospital in Quebec. 
There were many more great men in 
the era of medicine under the French, 
but space does not permit me to write of 
these. It will be seen though, that during 
the French regime the country was fairly 
well supplied with surgeons, and among 
them were a few men of high professional 
standing. 
FOUNDATION OF HOSPITALS 
The hospital is an expression of pro-
gress in any country or community, for 
people begin to build these institutions 
to care for the sick and needy. Soon after 
settlement, the French saw the need for 
hospitals, and with the background they 
had of hospitals in France, they used it in 
their attempts to build them here. 
Among the first established hospitals 
was Hotel-Dieu of Quebec. This small 
hospital, which at first had only three 
nurses, was unable to accommodate all 
the sick and wounded. Because there was 
not enough linen and other hospital sup-
plies, the sisters were obliged to use their 
own personal linen for bandages. Blan-
kets and sheets were used for the same 
purpose. The smallpox epidemic which 
was raging among the Indians at that 
time quickly filled the hospital with pa-
tients. But unfortunately, the mortality 
rate was so high that the people called 
the hospital the "House of Death" . Each 
year the hospital was improved or en-
larged to meet the ever increasing de-
mands of the population. All diseases 
were admitted to hospital without any 
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precaution, and were treated side by side. 
Preventive measures were unknown at 
the time, and cleanliness was the only 
precaution against disease. Unfortunately 
this hospital was destroyed by fire in 
1755, only to be rebuilt and ready for use 
again in 1757. Following the downfall 
of New France, the British took over 
Hotel-Dieu, and only a few patients were 
admitted at first. The British occupied 
the hospital, for which they paid rent, 
until the year 1784, when they relinquish-
ed it for public use . 
Another hospital of the early days of 
Quebec was !'Hospital General, founded 
in 1692 by Bishop St. Vallier. Its history 
is one similar to that of the Hotel-Dieu 
of Quebec, since it passed through the 
war between the English and the French. 
However, later this hospital was to serve 
for a home for aged men and women. 
Treatment of the insane in hospitals is 
something which we k n o w very little 
about. Little was recorded of early treat-
ment of mental illness, and what we do 
know comes to us from Champlain's Nar-
rative, published in 1619 and 1632. It 
seems that treatment in this country during 
the early settlement days did not differ 
from that of other countries of the same 
period in history. Some individuals were 
looked after by friends, while others suf-
fered and wandered about the streets at 
will. Only criminally insane were remov-
ed from society and put into custody. 
Two years after Montreal was founded 
by Maisonneuve in 1642, !'Hotel- Dieu 
hospital was built, and was soon filled to 
overflowing with victims of the fighting 
between the F r e n c h and the Iroquois. 
This hospital was founded by J e an n e 
Mance, a very great figure in the history 
of Canada, who on two occasions saved 
Montreal from doom. On one occasion 
she went to Montreal to reorganize the 
Societe de Montreal, and on another she 
raised money for the maintenance of men 
to fight the Iroquois and thus saved Mon-
treal. From these early days this hospital 
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h·as continued an uninterrupted existence 
and has ministered to the care of the sick 
with just as m u c h fervour as did the 
founders . 
MEDICINE UNDER THE BRITISH 
For some time after the British occupa-
tion little was done to enforce existing 
regulations to conserve the health of the 
population. Little was known of the pre-
valence of disease, as records were only 
indifferently kept. We do know that 
there was a progressive decrease in the 
number and extent of outbreaks of the 
contagious diseases w h i c h the F.rench 
suffered since the colony was establlshed. 
Nevertheless smallpox was one disease 
which continued to occur in epidemic 
form from time to time, as in the year 
1769 in Quebec, 1775 in Halifax, 1783 in 
Quebec and 1821 in Nova Scotia. The 
introduction of vaccination in 1802 was 
very effective, but many years passed be-
fore vaccination was adopted generally, 
and until that time outbreaks of this dis-
ease were found in various parts of the 
country. The culmination of all these 
epidemics was seen in the great epidemic 
of Montreal in 1885, and since then small-
pox has been rare and clinically less 
severe. 
Leprosy is not referred to in the French 
colony, although it was known that many 
of the settlers of Acadia had come from 
St. Malo, a leprous district in France. It 
was not until the year 1815 that attention 
was called to the first case of the disease 
in a French- Canadian woman, Ursule 
Benoit, who lived at Trocadie and whose 
grandfather came from St. Malo . More 
cases of leprosy were diagnosed, and soon 
in the year 1844 a lazarette was opened 
at Sheldrake Island for the care of lepers. 
Within a year twenty lepers found a home 
there. By the year 1851, thirty-seven 
lepers had been brought to the hospital 
on the island from Quebec province. In 
New Brunswick, there have been lepers 
of English, French, Irish and Scottish des-
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cent, and of mixed origin. There have 
been cases also of these descendants of 
immigrants from the Hebrides who ar-
rived in Cape Breton about the year 1810, 
but these were segregated out in their 
homes and the disease was eradicated. 
Cholera was introduced into Canada in 
1832 with disastrous results . This disease 
had been epidemic in England and Ire-
land, and steps were taken to try to con-
trol it in C a n a da . The possibility of 
introduction of cholera by means of ships 
arose, and a quarantine station was estab-
lished at Gross Isle in the St. Lawrence 
about thirty miles below Quebec, where 
all vessels proceeding to the province were 
forced to undergo quarantine. The disease 
broke out in immigrant ships on their 
way across the Atlantic, and was carried 
from Montreal through Canada, and fin-
ally from Canada to the United States. 
Cholera died down in intensity, but in 
1834 reappeared, this time only to be 
worse than the previous epidemic. Other 
epidemics of cholera took place in May 
1849 and 1851 in Quebec City, with the 
last of the cholera seen to any great ex-
tent in 1854. 
Influenza was also present in the early 
days, and it is not to be considered a 
disease of modern civilization. French and 
Indians suffered with it, and there was 
an epidemic in Quebec in 1826. This 
disease appeared at regular intervals, but 
the epidemic in 1918 which took thirty 
thousand lives was by far the worst. This 
influenza epidemic was the last of the 
great epidemics in the country. 
Medical practice after the British took 
over Canada began with a number of 
British surgeons who came to Canada 
with the armies . The first British doctors 
were well trained men, from the best 
medical schools in Britain. Among them 
were such men as Blake, surgeon of the 
34th regiment ; Latham, surgeon to the 
King's Regiment ; Bowman, assistant sur-
geon to the military hospital in Quebec; 
Mabane and Nooth who came to Quebec 
U.W.O. MEDICAL JOURNAL 
after the war. Latham, whose name is 
mentioned above, introduced smallpox in-
noculation in 1768 into Quebec but this 
was discontinued because it proved too 
h.a~ardous. Bo~man :was engaged as phy-
SICian to the Hotel-Dieu Hospital in Que-
bec. He did much work on the control 
of epidemics. 
When the British took over, French 
laws governing medical practice in Can-
ada ceased to exist, and this gave rise to 
many quacks who cheated the public. 
However, this was soon remedied when 
a la"': was passed in 1788 forbidding the 
practice of medicine without a license 
from the government. Penalties were im-
posed on those who did not observe the 
law. To obtain a medical certificate it 
was necessary to be twenty-one years' of 
age ~nd to have. served an apprenticeship 
of five years With a practising physician 
in the province. 
FOUNDATION OF MEDICAL 
SCHOOLS 
The apprenticeship type of medical 
study led to a poor standard of medicine 
in Canada, and until 1822 there were no 
teaching schools in the country. In that 
year, Dr. Stephenson of Montreal General 
Hospital took advantage of the teaching 
facilities afforded by the hospital, and be-
gan lecturing in anatomy, surgery and 
physiology. Associated with Stephenson 
were Doctors Robertson, Caldwell, and 
Holmes. Lord Dalhousie authorized the 
foundation of a medical school by these 
men, and in 1824 Montreal Medical Insti-
tution was founded. Soon this Institute 
was absorbed by the Medical Faculty at 
McGill University. Records in the Mon-
treal General Hospital s h o w that the 
honor of founding of the Medical Insti-
tution was awarded to Dr. Stephenson. 
About the same time two d o c t o r s 
named Rolph and Duncombe were initiat-
ing the first medical school in Canada. 
This school was opened at St. Thomas, 
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Ontario, in the Talbot settlement, and at 
first had twelve students enrolled. How-
ever, Rolph and Duncombe became active 
supporters of William Lyon MacKenzie 
and lost the favor of Colonel Talbot. 
Unable to continue without his support, 
they were forced to abandon the school 
at the end of the second session. Soon 
afterwards there appeared in rapid order 
the Medical Faculty of King's College, 
Toronto in 1842; L'Ecole de Medecine et 
de Chirurgie de Montreal in 1842, which 
merged with the Medical Faculty of Laval 
in 1891 and later became L'Universite de 
Montreal. Other s c h o o 1 s which were 
started included the Incorporated School 
of Medicine of the City of Quebec in 
1842, which was succeeded by the Medical 
Faculty of Laval University of Quebec in 
1852 ; the Upper Canada School of Doc-
tors Hadden and Bovel in 1850, after-
wards the Medical Faculty of Trinity. The 
St. Lawrence School of Medicine at Mon-
treal was founded in 1851, Queens at 
Kingston in 1854, and the Faculty at Dal-
housie in 1867. Soon Bishop College was 
founded at Montreal in 1871; the London 
Medical School in 1881; the Medical Col-
lege for Women in 1883 at Toronto; and 
the Manitoba Medical School in the same 
year. The Medical Faculty of the Univer-
sity of Toronto was organized in 1887, 
as a continuation o f t h e proprietary 
schools which began in 1853. Since then 
schools have been established at Alberta 
Ottawa and Saskatchewan. ' 
Today, of the numerous medical facul-
ties which were founded, twelve are func-
tioning strongly in Canada. Our own 
school which was founded in 1881, was 
called the London Medical School. How-
ever, before London Medical School was 
originated, two previous attempts had 
been made in this Western Ontario area 
to form schools. One I have already men-
tioned, that being the s c h o o 1 in St. 
Thomas founded by R o 1 p h and Dun-
combe. The other was attempted by Dr. 
John Fulton, who was a graduate of a 
Toronto school which Dr. Rolph founded 
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after leaving St. Thomas. Dr. Fulton's 
school was opened in the summer of 
1866, and called the Fingal Summer 
School of Medicine. He, himself, gave 
instruction in the various courses each 
day . From an initial enrollment of twenty 
in the first session, the number increased 
to fifty by the third . The school lasted 
for three summers, and its graduates went 
on to practice for many years. 
Western Medical School was therefore 
the third attempt at medical education in 
Western Ontario, and like the other de-
partments of the University, was organ-
ized by Bishop Hellmuth. Since then, 
Western Medical School has endured the 
hardships of remaining in existence through 
many formidable years, with much hard 
work and hope on the part of its founders. 
Such men as Doctors Charles G. Moore, 
Richard Maurice Burke, John A. Steven-
son, William Waugh, F. R. Eccles, Leon-
ard G. Rowntree and many more were 
instrumental in the organization and 
maintenance of the school in the earlier 
days. 
PERSPECfiVE 
The road traversed by Canadian Medi-
cine from the days of the Indian remedies 
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and the lance of the barber-surgeon to 
the scalpel of the modern surgeon has 
been a long one. It is a long journey 
from the early hospitals with their spirit 
of self-sacrifice to the palatial hospitals 
of today with their fine service; a long 
journey from the hesitation, doubt and 
fear with which the physician of former 
years faced an invasion of disease, to the 
confidence and skill of the doctors of to-
day in the midst of an epidemic; but it 
is a journey that has brought mankind 
freed om from fear and suffering. 
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Abstracts 
MEPROBAMATE (MILTOWN) AS AN 
IDJUNCf IN THE TREATMENT OF 
ANOGENITAL PRURITIS - Oscar J. 
Sokoloff, Arch. Dermat. 74 ( 4), Oct. 1956. 
Introduction: 
Since certain dermatological conditions 
have frequently appeared closely bound 
up with emotional factors, the use of sed-
ation as an aid in therapy has become 
widespread in these conditions. The com-
monest drug used in this regard are the 
barbiturates which tend to dull the sen-
sorium but entail the possiblity of addic-
tion. Other drugs used to some degree 
are Largactil and Reserpine both having 
numerous side effects. 
Purpose of Study: 
To compare the effects of Miltown in 
the treatment of pruritis with other seda-
tives. Pruritis was chosen since the author 
felt that the emotional factor played a 
strong role in its etiology and persistence. 
Only idiopathic chronic cases with a dura-
tion of three months to two years were 
considered. Eighteen men and eleven 
women were treated. 
Method: 
Patients were divided into three groups. 
Group A. Patients received a cleansing 
routine, a local X-ray treatment, 
1% hydrocortisone locally and 
phenobarbital gr. 1f.i t.i.d . 
Group B. Patients received the same treat-
as Group A except that Mil-
town 400 mg. q.i.d. was substi-
tuted for the phenobarbital. 
Group C. Patients received same treatment 
as Group A except that no seda-
tive was given. 
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Results: 
Group A. Itching was controlled. Patients 
complained of dullness, sleepi-
ness and felt the sedative inter-
ferred with their work. 
Group B. The same result as in Group A 
except the patients were physi-
cally and mentally alert and 
able to perform normally on 
their jobs. 
Group C. Three failures were reported in 
this group which were later 
cured when put on Miltown . 
Conclusions: 
1. Miltown is a definite aid in the treat-
ment of pruritis and since it relieves 
the itching without impairment of 
physical or mental function. 
2. The author feels that it will also be 
of value in other dermatological con-
ditions where history reveals under-
lying components of anxiety and ten-
sion such as alopecia areata, atopic 
eczema and lichen planus. 
-Donald B. Rix, '57 
DERMATITIS IN INDUSTRY - Louis 
Schwartz, Am. Prac. I. 1241, 1950. 
Introduction: 
Occupational dermatoses constitute about 
two-thirds of all occupational diseases re-
ported by compensation boards. There are 
actually many more cases of occupational 
dermatitis than are reported because most 
of the cases are not of sufficient severity 
to necessitate stopping work for a week 
or longer. 
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Etiology: 
Among predisposing causes are la~k of 
personal and environmental cleanliness, 
excessive perspiration, and the pres.e?ce 
of other skin diseases or abnormalities . 
Actual causes are mechanical cuts and 
abrasions of skin which can become in-
fected or sites of malignant growth or 
new sites of existing skin disease. Phy-
sical causes include hot water, electrical 
burns, radium and roentgen ray cancers 
and burns, and prolonged exposure to 
solar radation. 
Chemical causes are grouped into pri-
mary irritants and sensitizers. The former 
have a direct chemical or physical action 
on the skin, e.g. strong acids or alkalies, 
metallic and salts of mercury, chromium, 
zinc, arsenic, amines, solvents, petroleum, 
tar, and acne-producing cutting oils and 
chlornaphthalenes. Sensitization is ac-
quired by contact w i t h the chemical. 
Among the principal sensitizers are dyes, 
rubber accelerators and antioxidants, in-
secticides and certain plants and woods. 
Biologic agents, bacteria, fungi, and para-
sites are often the cause of, or complicate 
occupational dermatoses. 
Symptoms: 
Symptoms produced by concentrated 
irritants or hypersensitivity reactions are 
of sudden onset, beginning with itching 
of exposed parts and followed by ery-
thema, papules, vesicles, edema, oozing, 
and crusting. Workers exposed to mild 
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irritants for long periods of time present 
the picture of chronic fissured eczema. 
Diagnosis: 
In making a diagnosis all of the follow-
ing factors must be considered: (1) his-
tory, (2) site of eruption, (3) appearance 
of lesions. Patch tests when indicated may 
be helpful in finding the etiologic agent. 
Primary irritants should not be used for 
this . 
Treatment: 
Mild cases can be treated with protec-
tive ointment and protective clothing. 
Workers with acute dermatitis must be 
removed f r o m their present work and 
treated with mild lotion or ointment. 
Prevention is the most important aspect 
in treatment of occupational dermatoses. 
In the pre-employment examination the 
skin of the applicant should be carefully 
examined for pathologic conditions. If he 
has a skin eruption a worker should not 
be placed in a situation where there is a 
marked skin hazard. Cleanliness of the 
worker, the r o o m, the machinery and 
clothing is by far the m o s t important 
single preventive measure. Ventilation 
and protective clothing are useful. Oint-
ments are often the only available means 
of protection. 
-Marcia C. Smith, '57 
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A private hospital for the diagnosis, care and treatment of all types of psychiatric dis· 
orders. An adequate staff of specialists study e1ch patient carefully and fit the treatment 
to his individual needs . Excellent cuisine, comfortab le accommodation and personal 
attention of specially trained nursing staff contribute to the recovery of the patient . All 
types of modern therapy are available, including Psychotherapy, Insulin and Electro· 
shock, combined with excellent Occupational and Recreational facilities . The Sanitarium 
buildings, accommodating 225 patients are situated in a very attractive setting within 
the confines of the City of Guelph. Patients who are policyholders with the Ontario 
Blue Cross Plan for Hospital care or Life Insurance Hospitalization schemes are eligible 
for benefits . Visits by physicians and other interested parties are always welcomed. For 
further information write or telephone (TA. 4·1010). 
A. L lrtacKJNNON, AU., MfHllcol Supt. 
THE HOMEWOOD SANITARIUM OF GUELPH, ONT ARlO, LIMITED 
POSITIONS VACANT 
Internship applications are being received for July, 1957 term 
for Junior rotating Interns, one year in . Anaesthesia, surgery, 
medicine, paediatrics, obstetrics and gynaecology, in 560 bed 
hospital, approved by the Royal College of Physicians and Surgeons 
of Canada 
Excellent experience for those interested in General Practice. 
Also 1 year Senior Internship in Anaesthesia and Pathology 
and Obstetrics. 
Apply 
ST. JOSEPH'S HOSPITAL, HAMIL TON 
lOA 
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Medical News and Views- (Continued) 
tioners. This has been inaugurated with 
the hope that "there are many doctors 
only waiting for an opportunity to put 
their own ideas, born of experience, at 
the service of humanity" . 
A unique collection of medical art by 
Rembrandt, Daumier, Hogarth, Toulouse-
Lautrec and other great masters was ex-
hibited at the University of W estern On-
tario's Medical School Library, January 
5th, 7th, 8th, and 9th. The collection 
entitled "Ars Medica" , or the Healing 
Arts, is composed of 85 famous and rare 
pieces of graphic art depicting the prac-
tice of medicine over the centuries. 
Owned by the Philadelphia Museum of 
Art, the exhibit is presented by the phar-
maceutical firm of Smith, Kline & French, 
under whose g ran t the collection was 
assembled. After an extended tour of the 
United States w h e r e it received wide 
acclaim by both the critics and the general 
public, "Ars Medica" is now being shown 
in Canada for the first time on a five-
month coast to coast tour of principal 
cities, including Montreal , Ottawa, King-
ston, Toronto, Winnipeg, Saskatoon, Ed-
monton , Vancouver, Halifax and Quebec. 
The scope of the show extends from 
medical illustrations designed for teaching 
purposes - such as those of Vesalius, 
Wechtlin, and others- to portrayals and 
critiques of medical procedures of the 
past. Assembled by Carl Zigrosser, Cura-
tor of Prints at the Philadelphia Museum, 
"Ars Medica" is the first collection of its 
kind . It is being displayed in 15 mobile 
units which are especially designed for a 
cross-country tour of this type. 
Among the outstanding prints in the 
collection are Vesalius' "Ninth Plate of 
Muscles''; Rembrandt's "Portrait of Dr. 
Ephraim Bonus"; Bellini's "Visit to the 
Plague Patient"; Winslow Homer's Civil 
War portrayal of the "Surgeon at Work 
During an Engagement"; Hogarth's "The 
Company of Undertakers" ; Toulouse-
Lautrec's lithograph of the sick French 
Premier Carnot. 
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